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Introduction: Numerous studies have shown that ethnic minority children in the developed
world are at greater risk of sustaining burns compared to children from non-ethnic minority
backgrounds. However, little is known about the experiences of hospital health care staff with
ethnic minority children and parents. A qualitative interview study was conducted to gain more
insight into burn care for ethnic minority children and the potential challenges this presents.
Methods: Semi-structured interviews on burn care for ethnic minority children were con-
ducted in 2009 with health care staff (N = 17) working in two burn centers in the Netherlands.
Interviews were transcribed and analyzed using a framework method.
Results: Health care staff identified the following issues in burn care for ethnic minority
children and their parents: (1) linguistic barriers to communication with parents about
pressure garments, dressing changes, skin grafting procedures, and psychosocial support;
(2) biological/genetic features of differing pigmentation of skin and skin healing; (3) cultural
differences between parents and health care staff; (4) insecurity or irritation about linguistic
and cultural barriers.
Conclusions: Burn health care staff should have knowledge of biological/genetic features of
dark skin, awareness of cultural differences, and transcultural communication skills to deliver
culturally competent care tailored to the needs of ethnic minority children and their parents.
# 2011 Elsevier Ltd and ISBI. All rights reserved.
Available online at www.sciencedirect.com
journal homepage: www.elsevier.com/locate/burns1. Introduction
Numerous studies have shown that young children of parents
from ethnic minorities are at greater risk of sustaining burns
compared to young children of parents from non-ethnic
minority backgrounds [1–12]. For example, studies in the
United States have found that, in hospitals [2–4] and burn
centers [5] children from ethnic minority backgrounds are
more likely to present with burns than children from non-
ethnic minority backgrounds. In Europe, studies in Sweden
[7,9], Denmark [11], and the United Kingdom [12] have shown
an increased risk for children from ethnic minority back-
grounds. In the Netherlands, where Turkish and Moroccan* Corresponding author. Tel.: +31 020 566 7443; fax: +31 020 697 2316.
E-mail addresses: j.suurmond@amc.uva.nl (J. Suurmond), dokterj@
(N. Van Loey), ml.essink-bot@amc.uva.nl (M.L. Essink-Bot).
0305-4179/$36.00 # 2011 Elsevier Ltd and ISBI. All rights reserved.
doi:10.1016/j.burns.2011.12.007immigrants make up the largest ethnic minority groups,
relatively larger numbers of young Turkish and Moroccan
children present with burns in hospitals and burn centers than
children of ethnic Dutch origin [6,13]. Cultural background as
well as parents’ low proficiency in the majority language (e.g.,
unsafe cooking traditions and limited knowledge about burn
prevention [5]) may explain why children from ethnic
minorities have an increased risk of burns [14–17].
Blakeney et al. have argued that burn health care staff
‘‘must be sensitive to how cultural issues can affect patients
and families in all phases of the recovery process’’ (p. 434) [18].
To date, however, few research reports have addressed
hospital care for burn patients from ethnic minorities and
the potential challenges this presents [19,20]. To ourmaasstadziekenhuis.nl (J. Dokter), nvanloey@burns.nl
Box 1. Turkish and Moroccan ethnic groups in the
Netherlands
Turkish and Moroccan immigrants are among the largest
ethnic minority groups in Western Europe. In the
Netherlands, about 11% of the total population is of
non-western ethnic origin, including about 390,000 inha-
bitants of Turkish origin and about 350,000 of Moroccan
origin; each group is about 2% of the total population.
Most of the Turkish and Moroccan groups live in the
larger cities; e.g. in Amsterdam, 35% of the total popula-
tion is of non-western origin.
Turkish and Moroccan men moved to the Netherlands
between 1960 and 1980 as labor immigrants. They were
joined in later years by their partners. Their children
were generally born in the Netherlands and when chil-
dren reached adulthood, they often choose to marry a
partner from Turkey or Morocco. Consequently, also in
the period between 1980 and now, many Turkish and
Moroccan women and men have moved to the
Netherlands to marry and start a family. These Turkish
and Moroccan migrants often have low mastery of the
Dutch language, though children who are born in the
Netherlands, generally speak the language fluently. In
comparison with the Dutch population the Turkish and
Moroccan migrants who moved to the Netherlands are
relatively lower-educated with lower incomes.
Turkish and Moroccan parents of a child with burns
may have different perceptions of the cause of the
incident and the nature of the scars in comparison with
Dutch parents [28]. For example, some may believe that
the evolution of the scars is in God’s hands and they
keep the hope alive that scars will disappear even when
the doctor expressed that scars will be permanent.
These beliefs are not specific for Islamic parents, simi-
lar beliefs of hope were found in other cultures in the
US [29].
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at discharge from a burn unit is more difficult when there are
language barriers [21]. This is a gap in research knowledge,
because language and sociocultural barriers may affect burn
care for patients from ethnic minorities. Language and
cultural barriers between health care staff and ethnic
minority parents have been pointed out in other pediatric
disciplines (such as asthma, cancer, emergency, and diabetes
care), and it is thought that these barriers not only hamper
health care but can also affect children’s health outcomes
[21–26]. We report here on a recent study that investigated the
experiences of health care staff in Dutch hospitals with young
ethnic minority patients and their parents.
2. Method
2.1. Design
We conducted a qualitative study using semi-structured
interviews with burn health care staff working with ethnic
minority children and their parents. Although we focused on
health care staff’ experiences with parents and children of
Dutch, Turkish, and Moroccan descent, staff could discuss
their experiences with other ethnic minority groups as well.
Patient ethnicity was classified by the health care staff, and
concerned patients who were either born in Turkey or
Morocco or who had at least one parent born in Turkey or
Morocco [27] (see Box 1 for a description of Turkish and
Moroccan ethnic groups in the Netherlands).
According to the Dutch Medical Research Involving Human
Subjects Act, this study did not require approval by a medical
research ethics committee in the Netherlands. First, no
patients were involved. Second, this was not an intervention
study and respondents were only interviewed. We followed
the ethical principles for medical research involving human
subjects as laid down in the Declaration of Helsinki and
adopted by the World Medical Association [30].
We took every precaution to protect the privacy of the
respondents and the confidentiality of their personal infor-
mation: codes were used to designate the respondents to
guarantee their anonymity, and patients remained anony-
mous when they were discussed during the interviews. Each
respondent was adequately informed of the aims and
methods of the study, and a priori informed consent was
obtained from the health care staff for their participation in
this study.
2.2. Respondents
We interviewed health care staff (N = 17) employed in two
burn centers in the Netherlands, and established a purposive
sample to ensure as much variety as possible with regard to
experiences. Respondents were selected from different dis-
ciplines, and included burn surgeons, pediatricians, nurses
(including aftercare nurses), psychologists, special education
and child-rearing specialists, social workers, and religious
workers. We stopped approaching health care staff when
interviews revealed no new information: in other words, when
the data were saturated [31].2.3. Data collection
Data were collected over a four-month period in 2009. Health
care staff were interviewed using a semi-structured list of
several questions (see Box 2). Topics discussed included views
on the medical and psychological needs of ethnic Dutch,
Turkish, and Moroccan parents, the different parent groups’
expectations of care, parental adherence to treatment, and
information provision. All interviews were held in the burn
centers. Most were individual interviews; for reasons of
convenience, two interviews were conducted with two care
providers at the same time. Interviews were conducted by the
first author (JS) and an assistant, and took between 26 min and
1 h and 37 min (58 min on average). All interviews were tape-
recorded and transcribed verbatim by JS and the assistant.
2.4. Data analysis
A framework approach (a content and thematic analysis
strategy) was used to analyze the interviews [32,33]. This
Box 2. Interview topic list: experiences with ethnic mi-
nority children and parents
 What are the medical needs of ethnic Dutch, Turkish,
and Moroccan parents and their children in burn care?
Are there differences in the medical health care of-
fered to the different ethnic groups?
 What do ethnic Dutch, Turkish, and Moroccan parents
and their children expect of medical care? Do you feel
there are differences?
 How do ethnic Dutch, Turkish, and Moroccan children
and their parents present complaints? Do you feel
there are differences?
 How do ethnic Dutch, Turkish, and Moroccan children
express pain? Do you feel there are differences in how
pain is expressed?
 What are your experiences with compliance among
ethnic Dutch, Turkish, and Moroccan parents and
their children? Do you feel there are differences?
 What are the psychosocial needs of ethnic Dutch,
Turkish, and Moroccan parents and their children in
burn care? Do you feel there are differences?
 Are there differences in the psychosocial health care
offered to the different ethnic groups
 Do ethnic Dutch, Turkish, and Moroccan parents and
their children need specific information?
 Have you experienced language problems with Turk-
ish or Moroccan parents and their children? Do you
have experience with interpreters? Or with other solu-
tions?
 Do you feel there is a difference in how parents and
children from the different ethnic groups perceive
scars?
 What is the role of the family when an ethnic Dutch,
Turkish, or Moroccan child is in the hospital?
 Have you experienced prejudice when caring for par-
ents and children? Or colleagues who have demon-
strated prejudice?
 With which parents and children do you feel at ease?
Why?
 What is most difficult about giving medical or psycho-
social care to ethnic Dutch parents and their children?
What is most difficult about giving medical or psycho-
social care to ethnic Turkish or Moroccan parents and
their children?
 We have asked mainly about problematic or dilemmatic
components of care, but have you also had experiences
in which caring for Turkish and Moroccan parents and
their children parents was easy or easier than caring for
ethnic Dutch parents and their children?
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and sorting material according to key issues and themes, and
has five stages: familiarization with the data, identification of
a thematic framework, and indexing, charting, and mapping/
interpreting. JS executed all stages of the analysis.
First, the material was read and reviewed carefully. An
overview of the richness and diversity of the data was gained
during this familiarization stage, and started with the processof abstraction and conceptualization. While reviewing the
data, short notes were made about the range of responses to
our questions, as well as about recurrent themes and issues
that seemed important to respondents. Once the material had
been reviewed, JS used the notes to identify key issues and
themes that could be used to examine the data. This resulted
in a thematic framework for sifting and sorting the material.
This framework was extended using issues that had been
defined in advance, such as the original research aims and
topics from the interview guide.
In the next stage, the framework was systematically
applied to the material, and all data were reread and
annotated accordingly. Charts were devised with headings
and subheadings for each key subject area, and each chart
contained entries for several respondents. The coding was
done manually by JS.
Finally, these charts were used to describe patterns and
connections through an iterative, comparative process of
searching, reviewing, and comparing the data. To identify
potential discrepancies, this analysis was discussed with the
last author and then further refined.
3. Results
Health care staff identified several issues in burn care for
ethnic minority children and their parents. Four key patterns
emerged from the analysis: (1) linguistic barriers to commu-
nication with parents; (2) biological and genetic features of
differing pigmentation of skin and skin healing; (3) cultural
differences between parents and health care staff; (4)
insecurity or irritation about linguistic and cultural barriers.
These patterns were not experienced by all care providers at
the same time, but describe several possible issues within
burn care and treatment. Quotes are selected from the
interviews as a way to illustrate the findings: these quotes
are believed to describe the patterns best, but comparable
phrases can be found in other interviews. Using verbatim
accounts of what people say rather than the researchers’
reconstructions of the general sense of what a person said is
common in qualitative research, while the latter would allow
researchers’ personal perspectives to influence the reporting
[34].
3.1. Linguistic barriers to communication with parents
When ethnic minority parents had low proficiency in the
health care staff’ language, health care staff believed it could
be more difficult to explain the diagnosis and treatment,
despite the fact that formal interpreters were often used.
Language barriers became particularly apparent in four
different situations: giving instructions, providing psychoso-
cial support, giving complex information, and in shared
decision-making.
3.1.1. Instructions
Health care staff felt that when linguistic barriers existed
between themselves and parents, it could be difficult to give
instructions. For example, when giving instructions about
self-care (such as how and when to use pressure garments or
b u r n s 3 8 ( 2 0 1 2 ) 7 3 0 – 7 3 7 733how and when to change dressings), health care staff
experienced that instructions were not always followed or
that adherence was low. A nurse explained:
These patients sometimes fall through the cracks, and go
home without good arrangements being made for their
discharge from the hospital. So they don’t know what to do
once they’re home. And when the child comes back to the
outpatient department for their follow-up appointment,
you can tell the instructions weren’t given very well.
Language barriers could also make communication about
medication between parents and health care staff more
difficult. For example, parents may decide together with the
care provider about the dosage of pain or sleeping medication
and, based on the parents’ observations of their child, jointly
decide to adjust this. When parents were unable to commu-
nicate their observations to health care staff, the staff was less
able to make an appropriate decision about the child’s
medication. For example, one nurse clarified:
If parents notice their child is in more pain, or is in less
pain, we can decide to adjust the medication together with
the parents. For example, if they tell us that after taking the
sleeping medication yesterday the child was fast asleep for
three hours, we can decide to reduce it. As a parent, you’ve
got to have really good language skills to discuss these
things – then you can have your say as a parent, then we
can talk about this together. (. . .) If we haven’t noticed that
the sleeping medication has knocked a child out, we’ll give
the same dose the next night, and if the parent doesn’t
speak the language well, he or she won’t be able to tell us
about this.
Several health care staff members explained that one
reason for suboptimal instructions was that instructions were
sometimes given during informal talks with parents. Because
such talks were spontaneous and generally not planned
beforehand, no official interpreter was used, something that
can easily lead to miscommunication. In addition, official
interpreters were not usually used during night shifts, and
nurses ‘‘got by’’ when they had to give information to parents.
3.1.2. Psychosocial support
Apart from scheduled contacts to discuss psychosocial needs,
psychosocial support was often offered to parents informally
in the hospital, for example, when parents were walking in the
hospital corridors or were in the pantry. During these
spontaneous, low-key contacts, nurses talked informally with
parents to ask how they were doing, how the child was doing,
to comfort parents, and give them the opportunity to
formulate their worries, questions, and needs. When parents
did not speak the nurses’ language well, nurses often had
fewer spontaneous contacts with them and could offer less
support because it was too complicated to arrange for an
interpreter for something that started spontaneously.
3.1.3. Complex information
Health care staff felt that language barriers complicated the
provision of complex information. For example, communica-tion could be difficult when the care provider tried to explain
how scars evolve and what they will look like in the future. As
a surgeon explained:
This kind of communication can be so tricky. When you
explain this to someone, you can express yourself with
nuances and body language, that kind of thing, and it’s very
different when you have to use an interpreter, and you
have to be so specific about some things in this business.
There are children who’ll be scarred for life, sometimes
with very ugly scars, but you can’t give any guarantees. And
that’s what you try to explain to parents.
In the eyes of health care staff members, communication
problems might mean that ethnic minority parents have high
expectations of a surgical intervention to reduce scarring:
parents might think that surgeons will be able to remove scars
completely. A surgeon clarified:
Sometimes I feel these parents often expect you to work
magic, and the language differences make it more difficult
to explain that a scar will remain visible and that although
you can change it a little, you can never make it disappear.
3.1.4. Shared decision-making
Health care staff sometimes experienced it as being more
difficult to reach a shared decision about skin grafting with
parents who did not speak the health care staff’s language. For
example, a surgeon explained that it was more difficult to
reach a joint decision because discussing the pros and cons of
transplantation with parents was complex:
When parents speak Dutch well (. . .) and we discuss the
option of a surgical intervention, it’s easier to reach a
shared decision and clearly explain what we’re going to do
and the possible consequences if we don’t operate. The
parents’ language proficiency is so important during these
consultations, and even if you use an interpreter, the
situation still won’t be similar to one with ethnic Dutch
parents.
Consequently, health care staff were not always sure what
the parents wanted, or felt they had made the decision for the
parents.
3.2. Biological and genetic features of dark skin and skin
healing
Health care staff mentioned differences in biological and
genetic features of more highly pigmented skin and skin
healing. Even after minor burns, darker skin is more prone to
scarring and hyper- or hypopigmentation compared to white
skin. Also, keloids are seen more often in dark skin. It can be
more difficult to assess total body surface area (TBSA), because
redness or other discoloration from burns in darker skin are
less noticeable.
Health care staff felt that it could be harder to adjust
parents’ high expectations of the benefits of an operation
because it could be more difficult to explain that the child’s
scars will remain more visible compared to others.
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staff
Even if the parents spoke Dutch well, health care staff
experienced cultural differences between themselves and
parents with regard to the child’s rehabilitation, religion, and
the roles of the child and other family members in the
hospital.
3.3.1. Rehabilitation
Health care staff felt that parents from non-ethnic minority
backgrounds, generally shared their own rehabilitation
objectives, such as autonomy and self-determination. With
ethnic minority parents, health care staff felt that parents did
not always have similar ideas about health and illness, or
about the sick role of the child. For example, for ethnic
minority parents it could be important to protect their child’s
wounds by avoiding physical exercise. Instead of following the
advice of health care staff to practice walking, ethnic minority
parents thought it was better to carry the child. Language
barriers between staff and parents could reinforce these
cultural differences when it was not possible to adequately
explain the benefits of therapy.
3.3.2. Religion
According to health care staff, ethnic minority parents’
religious beliefs often supported their acceptance of the burn
accident. For example, parents might believe the accident was
the will of God rather than blaming themselves for it. Because
health care staff felt that religious beliefs could prevent
parents from having guilt feelings, they gave this as a reason
why ethnic minority parents did not often apply for
psychosocial care.
3.3.3. Roles of the child and other family members in the
hospital
Health care staff perceived the sick role of the child as more
challenging compared to ethnic Dutch children: they felt the
child was less disciplined and less adapted to (sometimes
unwritten) hospital rules, such as eating healthy food. Health
care staff also felt that other family members were present
more often in the hospital, taking over the parents’ role in
visiting or caring for the child. Although they felt this may
have been reinforced by religious teachings to visit the sick
and to help as much as possible, this could also be explained
by closer family relationships.
3.4. Irritation and insecurity about linguistic or cultural
barriers
Some staff members felt irritated with parents who were not
able to speak the care provider’s language. A surgeon noticed:
I’m irritated by the fact that people have lived here for a
long time and still don’t speak the language (. . .) and I’m
professional enough that I don’t let it show, but I still feel
they should be able to speak the language.
Other staff members felt irritated about experienced
cultural differences between themselves and parents, inparticular about the roles of the child and the family in the
hospital, for example when confronted with visits to the child
by a large number of family members. Although staff generally
hid their feelings of irritation or insecurity, some staff
members noted with colleagues that irritation could have
consequences, such as hesitance to enter a box where a child
was whose parents did not speak the staff member’s language.
Some health care staff members acknowledged that they
felt insecure when there were language barriers. For example,
they were not sure how and when to arrange for a formal
interpreter, or felt insecure about the specific needs, problems,
or wishes of ethnic minority parents because these had never
been adequately discussed due to language barriers.
4. Discussion
Health care staff identified the following issues that need to be
addressed in burn care for ethnic minority children and their
parents: (1) linguistic barriers to communication with parents;
(2) biological and genetic features of differing pigmentation of
skin and skin healing; (3) cultural differences between parents
and health care staff; and (4) irritation or insecurity about
linguistic and cultural barriers.
One important outcome of our study was the identification
of situations in which arranging for an interpreter was felt to
be inappropriate (e.g., for informal talks) [35] or in which it was
felt that information was still too complicated even though a
professional interpreter had been used (e.g., explaining how
and when scars will heal). While US studies have indicated
that professional interpreters improve clinical care for
patients with limited English proficiency [36], we have shown
there are situations in which language barriers continue to
cause problems.
Another outcome of our study was the potential effect this
may have: parents may receive less information, less
reassurance, and less acknowledgment of their emotions
and concerns. Consequently – and we are in agreement with
Abbe et al., who interviewed health care staff in pediatric
cancer care – parents with limited proficiency in the care
provider’s language are often unable to participate fully in
their child’s care because they cannot communicate their
needs, questions, and concerns [22]. Cultural and linguistic
barriers may make shared decision-making between ethnic
minority parents and care provider more difficult [37].
Furthermore, psychosocial aftercare may be more complicat-
ed and less attuned to parents’ specific needs: first, because
language barriers can hinder the identification of parents’
problems and concerns, and second, because health care staff
may mistakenly think that ethnic minority parents’ religious
beliefs protect them from emotional suffering.
An important strength of the present study is that it is the
first study to offer insight into how health care staff can be
sensitive to the way in which linguistic and cultural issues
affect the care to patients and families in different phases of
the recovery process.
A limitation of our study is that we had to rely on health
care staff’ accounts of the situation. For example, the inter-
views did not often explain how a concrete linguistic barrier or
cultural barrier came into being or how this was resolved.
Box 3. Cultural competencies in pediatric burn care
Knowledge
Knowledge about the impact of burns on dark skin, such
as being more prone to hyper- or hypopigmentation and
the psychosocial impact that may reduce quality of life;
Knowledge about TBSA assessment of more highly pig-
mented skin, and the timing of an operation, because it is
sometimes more difficult to assess the depth of burns in
dark skin;
Knowledge about possible ethnic differences in effect of
treatment to promote wound healing;
Attitudes
Awareness of how parents’ cultural or religious beliefs
shape parents’ perceptions of scars and skin grafts, as
well as perceptions about guilt feelings, rehabilitation,
and the roles of the child and the family in the hospital;
Awareness of possible feelings of irritation and insecurity
towards ethnic minority parents;
Skills
Ability to transfer information in a way the parents and
child can understand about dressing changes, pressure
garments, skin grafting, and psychosocial support;
Ability to assess parents’ needs (including psychosocial
needs), worries, and problems;
Ability to reach a shared decision about skin grafting, and
to use professional interpreters or non-verbal communi-
cation when necessary.
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observational studies of the communication between care
provider and parents [38].
Of particular significance is the period of acute hospital
care for children with severe burns. This phase offers families
the opportunity to gain valuable knowledge about the
treatment their children require, and about services and
support systems that can enable optimal recovery following
discharge from hospital. Unmet needs in these areas are
therefore important concerns relating to the quality of burn
care [39]. To address these needs, health care staff should be
aware of potential obstacles to burn care for ethnic minority
patients and should have cultural competencies: that is, they
should possess the knowledge, attitudes, and skills to deal
with a culturally diverse patient population [40,41]. In Box 3,
we have summarized the specific cultural competencies that
may be needed in pediatric burn care. Health care staff should
be knowledgeable about the impact of burns on dark skin,
such as being more prone to scarring and hyper- or
hypopigmentation [42–44], even though much research is still
needed to understand why such differences exist in wound
healing of dark skin. The timing of an operation may be more
critical and the decision-making process on when to graft
patients may be more complicated because it can sometimes
be more difficult to assess the depth of burn. In addition,
hyperpigmentation or keloids may significantly reduce quality
of life because of their psychosocial impact (such as discolor-
ation and scarring and the associated stigma) and, after the
burns have healed, may persist longer compared to children
with white skin [42]. More research is also needed aboutpossible ethnic differences in treatment outcomes, for exam-
ple there are indications that certain non-adherent siliconised
dressings that are recommended to promote wound healing,
may result in pigmentation abnormalities [45].
Furthermore, health care staff should be aware of the
cultural and social contexts in which patients live, and of (the
influence of) irritation and insecurity [46]. Health care staff
should have the skills to communicate difficult or sensitive
information about scar development and psychosocial needs,
and they should have the skills to reach a shared decision
together with parents (for example, having a satisfactory
discussion on the pros and cons of skin grafting). They can
receive training in using non-verbal communication in
situations where an interpreter would not be appropriate
[35]. Instructional literature and/or illustrations about scar
development, the pros and cons of skin grafting, rehabilita-
tion, and aftercare (including psychosocial aftercare) should
be available in the patient’s language.
Finally, uncovering the illness perspective of parents (such
as their perceptions of scars and treatment options) could help
health care staff to adjust their care to the specific needs and
wishes of parents [47]. Until now, there has been a dearth of
research on ethnic minority families’ perspectives on burn
care. It is common practice to exclude parents with limited
language skills from questionnaire-based burn research [48],
and this results in a lack of insight into their potential needs,
worries, problems, and wishes. We recommend that new
research should more often include the perspectives of ethnic
minority parents.
5. Conclusion
Health care staff experienced several obstacles to burn care for
ethnic minority children and their parents. Burn health care
staff should receive training in cultural competencies tailored
to the needs of these burn patients and their parents.
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